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Progress Toward Poliomyelitis Eradication — 
West and Central Africa, 1999-2000 


988, the World Health Assembly of the World Health Organization (WHO) 
resolved to eradicate poliomyelitis by 2000 (7). Reported polio cases have decreased on 
all continents. In 2000, poliovirus was isolated from 24 countries, 13 in the African Region 
of WHO (AFR). This report summarizes the routine polio vaccination coverage, surveil 
lance for acute flaccid paralysis (AFP*) during 1999 and 2000, and the synchronization of 
national immunization days (NIDs') against polio during 2000 and early 2001 in 16 coun 
tries in west and central Africa 


Routine Vaccination 

During 1999, routine vaccination coverage with three doses of oral poliovirus vaccine 
OPV3) among infants aged 1 year was approximately 48% in the 16 countries (range 
12%-90%) (Table 1). In comparison, reported OPV3 coverage in AFR was approximately 
55% in 1999 and has remained relatively stable since 1990 (2) 


AFP Surveillance 

During 2000, AFP surveillance improved in all countries except Chad and Céte d’ 
Ivoire (Table 1). The number of confirmed polio cases in the West Africa Region, Cameroon, 
and Chad decreased from 1309 in 1999 to 879 in 2000. The number of polio cases 
confirmed by wild virus isolation decreased from 186 in 1999 to 41 in 2000 
Table 1). With the exception of Ghana, Céte d'Ivoire, and Niger, the proportion of AFP 
cases with adequate specimens substantially increased in all countries from 26%-—74% in 
1999 to 37%-84% in 2000 


*AFP surveillance is a monitor of the sensitivity of detection and accuracy of reporting 
suspected cases (target: an annual rate of >1 nonpolio AFP cases per 100,000 children aged 
<15 years) 

Nationwide mass campaigns over a short period (days to weeks), in which two doses of oral 
poliovirus vaccine are administered to all children in the target group (usually aged 
<5 years), regardless of vaccination history, with an interval of 4-6 weeks between doses 
Benin, Burkina Faso, Cameroon, Chad, Gambia, Ghana, Guinea, Guinea-Bissau, Céte d’ 
Ivoire, Liberia, Mali, Niger, Nigeria, Senegal, Sierra Leone, and Togo. Initially, Mauritania also 
was included; however, logistic problems prohibited Mauritania from participating in the 
synchronized NIDs 
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TABLE 1. Percentage of children receiving routine vaccination coverage with 
three doses of oral poliovirus vaccine (OPV3), confirmed poliomyelitis cases*, 
acute flaccid paralysis (AFP) rate’, and percentage of AFP cases with adequate 
specimens’, by country — West Africa Region, Cameroon, and Chad, 1999-2000 





1999 2000 
Routine %o AFP % AFP 
vaccination Confirmed cases with Confirmed cases with 
coverage polio adequate polio AFP adequate 
Country with OPV3 wild virus specimens wild virus) rate specimens 








~~“) 
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1309 (186) 
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Synchronization of NIDs 

Most of the countries in west and central Africa have conducted annual NIDs since 
1996. Despite the progress achieved by these countries, wild poliovirus was still circulat 
ing during 2000. To maximize the number of susceptible children reached during NIDs, 
14 contiguous countries in the West Africa Region and Cameroon and Chad conducted 
synchronized NIDs against polio during October and November 2000 and January 2001 
The WHO intercountry program (ICP) office in Abidjan, Céte d’Iivoire, coordinated this 
effort’. Coordinated cross-border activities were implemented by 14 of the 16 countries 
Planning meetings for these activities were conducted in four border towns correspond 
ing to the following country cross-border activities: 1) Senegal-Gambia-Guinea—Bissau 
2) Céte d’lvoire-Mali-Burkina Faso; 3) Burkina Faso-Ghana-Togo; and 4) Benin-Niger 
Nigeria (Figure 1). Inclusion of high-risk and special populations living in border areas 
were considered, and special resources were allocated to the border districts for the 
implementation of this activity. Approximately 300,000 health personnel were trained 
and mobilized for implementation of the synchronized NIDs, and approximately 
180 million doses of OPV were distributed to participating countries 


*The polio eradication initiative in AFR is supported by member countries. External funding 
s provided by Rotary International; United Nations Children’s Fund; the governments of 
Canada, United States, United Kingdom, Norway, and Belgium; the United Nations 
Foundation; the Gates Foundation; the De Beers Corporation; WHO; and CDC 
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FIGURE 1. Location of cross-border activities during National Immunization Days — 
West Africa Region, Cameroon, and Chad, 2000-2001 














The estimated number of children vaccinated increased from 65 million in 1999 to 
77 million in November 2000 (Table 2). In all countries except Senegal, the proportion of 
children vaccinated in 2000 was greater than that during the 1999 NIDs. In addition, the 
number of children aged <5 years vaccinated for the first time decreased from 1,326,476 
in October 2000 to 1,161,283 in November 2000 


Reported by: World Health Organization Inter-Country Program Office, Abidjan, Céte d'Ivoire 
Expanded Program on Immunization, World Health Organization, Regional Office for Africa, 
Harare, Zimbabwe. Vaccines and Biologicals Dept, World Health Organization, Geneva, Swit 
zerland. Respiratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National 
Center for Infectious Diseases; Vaccine Preventable Disease Eradication Div, National Immuni 
zation Program, CDC. 


Editorial Note: Substantial progress in polio eradication occurred during 1999-2000 in 
west and central Africa. Poliovirus transmission can be interrupted in the remaining 
countries where polio is endemic if vaccination activities are of high quality and NIDs 
continue to be synchronized within major epidemiologic blocs. The synchronization of 
NIDs in west and central Africa during 2000 and early 2001 is expected to reduce and 
eventually eliminate wild poliovirus transmission. 
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TABLE 2. Number of children vaccinated with oral poliovirus vaccine during 


National Immunization Days (NIDs)* and percentage difference during 1999- 
2000, by country — West Africa, Cameroon, and Chad 





No. children 


difference in 
vaccinated 2000 NIDs 
during 


1998 NIDs 


No. children vaccinated 


children 
during 2000 NIDs vaccinated 
population Round 1 


Round 2 1999-2000 


target 








Total 64,961,529 66,608,023 69,757,676 77,148,423 
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government with their counterparts from neighboring countries fostered by the cross 

border activities. The advantages of such collaborations are that other public health 
ograms could benefit from the networks developed for the synchronized NIDs 

The synchronized polio campaign in Africa resulted in improvements in the infra 

ture of national vaccination programs through strengthening of the Expanded Pro 

im on Immunization in specific areas, such as cold chain and vaccine distribution 

systems, and through additional training of health professionals. Experiences during this 

ampaign will be useful in planning and implementing synchronized NIDs in central 

which are scheduled for later this year 

ack of experience implementing the house-to-house strategy and poor micro 

countries were limitations in implementing synchronized NIDs in west 

a. Additional efforts will be required to coordinate efficiently the flow of 

nd data management at the ICP office in Abidjan. These problems may be 

earlier planning of NIDs; 2) centralizing the information at the ICP coor 

3) improving napping and microplanning at the smallest administrative 

naintain ng m yre effic ient field supervision of Vaccination teams: ana 5) allocat 
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dentify more quickly and correct problems. A decrease in the 
mber of polio cases this year will be the best indicator of the quality of the synchronized 


nd central Africa. The success in the implementation of synchronized 


age other epidemiologic blocs to use the same strategy. Certification 
ation by 2005 will require continued synchronized mass vaccination 


quality AFP surveillance 
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Exposure to Patients With Meningococcal Disease on Aircrafts — 
United States, 1999-2001 


Neisseria meningitidis is a leading cause of bacterial meningitis and sepsis in chil 
ren and young adults in the United States and is spread through direct contact with 
respiratory secretions (7). Persons in close contact with patients who have meningocos 
cal disease are at increased risk for contracting the disease (7). Commercial aircraft are 
suitable environments for the spread of airborne pathogens, including N. meningitidis 
2). Acase of air-travel—associated meningococcal disease is defined as a patient who 
meets the case definition of meningococcal disease (3) within 14 days of travel on a flight 
of at least 8 hours duration. Because of concerns about disease transmission aboard 
aircraft, CDC has developed recommendations to ensure a standard approach to man 
agement of airline contacts. This report presents a case of air-travel—-associated menin 
gococcal disease and presents guidelines for the management of persons potentially 
exposed to meningococcus during air travel 
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Case Report 


n May 24, 2001, the New York Department of Health (NYDH 


with meningococcal meningitis to t 


reported a 62-year-old 
ve CDC quarantine station at John F. Kennedy 
International Airport. On May 20, t 


, » passenger arrived from Sydney, Australia 
1anging planes at Los Angeles International Airport. He began to feel i 


ind was assisted from the plane in a wheelch 


| dur ng his 
air. No public health officer at JFK 

was contacted to report an ili passer board the aircraft 

OnM iV 23, the man was nospit 


talized. ar erebrospinal 

iid (CSF showed gram-negative diploc On May 25, the patient’s CSF grew 
ningitidis, serogroup B. and hewasd ignosed with meningococcal meningitis 

NYDH requested assistance ir 


SCODIC examin tion of 


y airline passengers who required 
hemoprophylaxis. A New York quarantine 
iger to request the flight manifest and passenger 


t available locally and could be obtained « 


ispector contacted the airline station man 


ontact information. The manifest was 
Fin ly from the airline’s corporate headquarters 


Australia. Because contact information 
spect 


dresses 


trom the airline was not compiete, quarantine 
manually 


from the customs declaration forms 


in New York and Los Angele: extracted passenger names and 

that each international traveler com 
pletes on entry to the United States. Within 2 days, they were able to identify the two 
passengers sitting on either side of the patient. This information was relayed to the two 
passengers’ respective state health departments. One exposed conta 


located at the address provided on the cust 


; 


; 


t could not be 
yms form. The other contact was asymptom 
and the state health department recommended that he take appropriate chemopro 
nh < 
pnytiaxis 


Surveillance Measures 

CDC employs a passive surve m by which local health departments 
report suspected cases of air-travel—associated meninaococcal disease. From February 
1999 through May 2001, CDC received 21 report verage of one report every 
6 weeks (Figure 1). Approximately half of these cases were reported to a CDC airport 
quarantine station, and the rest were reported to CDC headquarters. The mean time 
between the completion of the flight and the onset of illness was 1.9 days (range: 0-10 


Five case-patients had onset of illness before arrival 
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FIGURE 1. Reported incidents of air-travel-associated meningococcal disease, by date 
of air travel — United States, February 1999-May 2001 


1999 2000 2001 
Month and Year 
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Air 


Editorial Note: Chemoprophylaxis of persons in close contact with an index case-patient 
s the primary means f 


Close contacts at hight 


or prevention of secondary cases of meningococcal disease 


center 


isk for secondary disease include household members, day care 


kissing and endotracheal tube 


contacts, and anyone directly exposed to a patient's oral secretions (e.g., through 
management) (7). The attack rate among household 
ontacts of patients with meningococcal disease is an estimated 500-800 times greater 
than the general population (4) 
Because the risk for illness is highest during the first few days after infection, chemo 
rophylaxis should be administered as soon as possible (ideally within 24 hours) after 
ontact with an 


in index case-patient. Chemoprophylaxis administered >14 days is prob 
limited « n 


arr } 


iage of N. meningitidis include rifampin, ciprofloxacin, and ceftriaxone (Table 1) (7) 


ases of secondary disease among air travel contacts of persons with meningo 
disease have been reported; h 


) value. Systemic antibiotics that effectively eliminate nasopharyn 


ywever 
mn with 


passengers who are seated next to a 
meningococcal disease for a prolonged flight may be at higher risk for 
developing meningococcal disease. Seven investigations of Mycobacterium tuberculo 
sis transmission on airplanes suggest that in-flight transmission of bacterial respiratory 
pathogens do occur (5) 


One of these investigations documented transmission of 
M. tuberculosis from a symptomati 


10 were sitting in the same section of a commercial aircraft during a long 
flight (>8 hours) (6 
CDC 


ndex case-patient to six passengers with no other 
risk factors wt 


n collaboration with the Council of State and Territorial Epidemiologists, has 
de : 


eveloped procedures for the management of air-travel—associated exposure to menin 


These recommendations are intended to provide uniformity to the pro 
ywed by the various federal, state, and local health agencies involved in 


investigation and management for meningocotr cal cases occ urring in airline 
ngers 


TABLE 1. Schedule for administering chemoprophylaxis against meningococcal 
disease 





Duration and route of 
Drug 


administration* 


Age group 


Dosage 
amMmpin Children <1 m 


f 


) 





ma/kg every 12 hrs 2 days 
Children >1 mo ma/kg every 12 hr 2 days 
600 mg every 12 hrs 


2 days 


Single dose 


125 mg Single intramuscular dose 
Ceftriaxone Adults 250 mg 
*Oral administration unless indicated otherwise 

Rifampin is not recommended for pregnant women because 


Single intramuscular dose 





the drug is teratogenic in 
laboratory animals. Because the reliability of oral contraceptives may be affected by rifampin 


therapy, consideration should be given to using alternative contraceptive measures while 
rifampin is being administered 

Ciprofloxacin generally is not recommended for persons aged <18 years or for pregnant and 
lactating women because the drug causes cartilage damage in immature laboratory animals 


However, ciprofloxacin can be used for chemoprophylaxis of children when no acceptable 
alternative is available 
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tification of meningococcal exposures on an aircraft is frequently hindered by 
lifficulty in obtaining passenger contact information. Airlines typically maintain the pas 
senger manifest and history records for 2-7 days, after which they are either archived or 
destroyed. Some airborne pathogens other than meningococcus have longer incubation 
periods, including tuberculosis and many bioterrorism agents. As a result, it may be 
ecessary to contact passengers several weeks after a flight has disembarked. To facili 
tate timely identification and public health notification and management of at-risk pas 
| 


mmercial airlines shouk 


1 ensure that electronic passenger manifests and 
yntact information are preserved and readily available for a period of at least 1 month 
ow disembarkation 


University Outbreak of Calicivirus Infection Mistakenly Attributed to 
Shiga Toxin-Producing Escherichia coli 0157:H7 — Virginia, 2000 


000, the Virginia Department of Health (VDH) was notified by a 
versity stt suspected cases of Escherichia coli 0157:H7. At 
al hospital mens from the two ill students tested positive for 

nm 


mercially available enzyme immunoas 
ie Outbreak of gastrointestinal illness 


3 member of the calicivirus family. This report 
narizes the outbreak investigation and laboratory findings used to identify the caus 
e agent, and highlights the need f r follow-up cultures on all specimens testing posi 
tive for STEC by EIA and for submission of 


ativ 


solates to state laboratories so that public 
health agencies can respond appropriately in identifying common source outbreaks 


Three staff members from Virginia’s epidemiology office were sent to assist the local 
health department with the epidemiologic and environmental investigations. VDH staff 


nterviewed 12 students who had sought care for gastrointestinal symptoms at the 
student health center during the previous week. Most students reported illnesses that 
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available from CDC’s National Center for Infectious Diseases, Division of Viral and Rick 
ettsial Diseases, Respiratory and Enteric Viruses Branch, Viral Gastroenteritis Section at 
http://www.cdc.gov/od/oc/media/fact/norwalkv.htm 
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Kernicterus in Full-Term Infants — United States, 1994-1998 


Kernicterus is a preventable life-long neurologic syndrome caused by severe and 
intreated hyperbilirubinemia during the neonatal period. High levels of bilirubin are 
toxic to the developing newborn. In full-term infants, hyperbilirubinemia symptoms 
include severe jaundice, lethargy, and poor feeding. Features of kernicterus may include 
choreoathetoid cerebral palsy, mental retardation, sensorineural hearing loss, and gaze 
paresis. Kernicterus is not a reportable condition in the United States, and its prevalence 
is unknown; however, a pilot registry at a Pennsylvania hospital documented 90 cases in 
21 states from 1984 to June 2001 (L. Johnson, Pennsylvania Hospital, Philadelphia, 
personal communication, 2001). This report summarizes case histories of four full-term, 
healthy infants who developed kernicterus and underscores that to prevent kernicterus, 
newborns must be screened and promptly treated for hyperbilirubinemia (7) 

In early 2001, a national support group for parents of children with kernicterus con 
ducted a survey on kernicterus. A convenience sample of 15 families was identified by 
word-of-mouth or through the Internet, and a self-administered questionnaire was mailed 
For this report, a case was defined as a child in whom kernicterus (/nternational Classifi 
cation of Diseases, Ninth Revision, Clinical Modification, codes 773.4, 774.6, and 774.7) 
was diagnosed since 1994, who was >37 weeks’ gestational age, and who weighed at 
birth >5 Ibs, 5 oz (>2500 g). Among the sample families, seven did not complete the 
questionnaire, four had children who did not meet the case definition, and the remaining 
four had children who did meet the case definition 


Case Reports 

Case 1. In 1994, an apparently healthy white boy was born at 37 weeks’ gestation 
weighing 6 Ibs, 13 oz (3090 g). Delivery was uncomplicated. His 1 minute and 5 minute 
Apgar scores were eight and nine, respectively (normal range: seven—10). His mother’s 
blood type was O+, and the newborn was A+, Coombs negative. On discharge at 
20 hours, he was alert and nursing well; a 2-week follow-up appointment was scheduled 
at a pediatric clinic. On day 9, the infant was taken to a pediatric clinic with jaundice. The 





MMWR June 15, 2001 


Wermta 


was a 


yn Gay 12 


nh peaked 


hot he \ 
ynNotothnerapy 


and en 


é sa Dev { l 
Editorial Note: These cases i trate that hyperbilirubinemia in full-term, otherwise 
in lead to kernicterus. Each vale infants was nursing 
ric 


»f these white n 


healthy 
le than girls to adverse outcomes from 


nfants ¢ 
normally when discharged but shortly after developed feeding problems. A histo 


yhort study suggests boys are more susceptib 





Vol. 50 / No. 23 


Term Infants 


hyperbilirubinemia (2). At follow-up, initial serum bilirubin levels in all the infants 
exceeded maximum levels (mean: 34.7 mg/dL) specified for treatment by the American 
Academy of Pediatrics practice guideline, which currently is under revision (3) 

Treating hyperbilirubinemia with phototherapy and exchange transfusions prevents 
kernicterus if treatment is initiated promptly and is continued until bilirubin levels nor 
malize. By the 1970s, such therapy was implemented effectively, and kernicterus virtu 
ally disappeared in full-term infants until the early 1990s (4), when physicians began to 
debate the need to identify and treat hyperbilirubinemia in healthy, full-term infants 
without risk factors for hemolysis (5—7 

Increases in breastfeeding and early hospital discharge after delivery coincided with 
this debate (8,9 ). Although mild jaundice occasionally is associated with breastfeeding, it 
provides optimum nutrition. In the full-term newborn, serum bilirubin levels peak at 48 
72 hours. Healthy, full-term infants often are discharged from hospitals before this peak 


Some health-care providers rely on visual assessment to detect pathology; however 


this method can be unreliable. Hyperbilirubinemia can be reduced if heath-care provid 
ers recognize risk factors and remember the acronym “JAUNDICE” (see box). Another 
useful tool is the May 2, 2001, Sentinel Event Alert issued by the Joint Commission on 
Accreditation of Healthcare Organizations 

The findings in this report are subject to at least two limitations. First, a small number 
of case reports has inherent limitations that include lack of representativeness. No infer 
ence can be made about risks for disease or trends. Second, these cases reflect self 
reported data and are subject to potential reporting bias 

Early hyperbilirubinemia detection is critical to the prevention of the irreversible 
effects of kernicterus. Health-care providers, parents, and other caretakers should be 
aware of risk factors for hyperbilirubinemia, and treatment should begin immediately 
after hyperbilirubinemia is diagnosed. Verbal and written information received before 
the infant is discharged may be useful in gaining an understanding of risk factors for and 
signs and treatment of jaundice and hyperbilirubinemia. Bilirubin levels before discharge 
may provide quantitative measurement that could aid management (5, 10 ). Infants dis 
charged <48 hours after birth should be examined by a health-care provider within 2 to 
3 days to receive routine follow-up visits and a jaundice assessment. In addition, CDC, 
along with other agencies, researchers, and partners, plans to initiate surveillance and 
the systematic evaluation of trends and prevalence rate that will provide the data neces 
sary to target prevention activities 





Major Risk Factors for Hyperbilirubinemia in Full-Term Newborns 


Jaundice within first 24 hours after birth 

A sibling who was jaundiced as a neonate 

Unrecognized hemolysis such as ABO blood type incompatibility or Rh incompatibility 
Nonoptimal sucking/nursing 

Deficiency in glucose-6-phosphate dehydrogenase, a genetic disorder 

Infection 

Cephalohematomas/bruising 

East Asian or Mediterranean descent 
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Notice to Readers 


Availability of Case Definition 
for Acute Idiopathic Pulmonary Hemorrhage in Infants 


In response to CDC recommendations published in March 2000 (7 CDC has estab 
procedures for the surveillance of acute idiopathic pulmonary hemorrhage in 
AIPHI) and for conducting investigations and special studies. As part of these 
ies, CDC convened three meetings to 1) establish a case definition and classifica 
heme for public health surveillance of AIPHI, 2) recommend a standard home 


té 

nment investigation protocol, and 3) outline a plan for surveillance and investiga 
yf AIPHI. An AIPHI case definition for public health surveillance would facilitate case 
1g to document the burden of the condition and studies to identify possibie etiologic 


gents or risk factors. Following are the recommended clinical description and case 


Proposed Clinical Description of AIPHI 


Cases of AIPHI are characterized by the sudden onset of pulmonary hemorrhage ina 
previously healthy infant. Evidence of pulmonary hemorrhage includes hemoptysis, and 


nding blood in the nose or airway with no evidence of upper respiratory or gastrointes 


nal bleeding. Patients present with acute, severe respiratory distress or failure requir 


ng mechanical ventilation and often demonstrate bilateral infiltrates on chest 


radiograpn 
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Proposed Criteria for a Clinically Confirmed Case of AIPHI 
A clinically confirmed case is an illness in a previously healthy infant aged <1 year 
with a gestational age of >32 weeks with no history of neonatal medical problems that 
could cause pulmonary hemorrhage and who meets criteria A, B, and C. 
A. Abrupt or sudden onset of overt bleeding or frank evidence of blood in the airway. 
B. Severe presentation leading to acute respiratory distress or respiratory failure, 
resulting in hospitalization in a pediatric intensive care unit with intubation and 
mechanical ventilation 
Diffuse, bilateral pulmonary infiltrates on chest radiograph or computerized 
tomography of the chest 
Additional information about the report and copies of the case definition are available 
from CDC’s Air Pollution and Respiratory Health Branch, Division of Environmental Haz 
ards and Health Effects, National Center for Environmental Health, Mailstop E-17, 1600 
Clifton Rd, N.E., Atlanta, GA 30333; telephone (404) 639-2520. The full proposed case 
definition and classification scheme “Case Definition for Acute Idiopathic Pulmonary 
Hemorrhage in Infants” is available at http://www.cdc.gov/nceh/asthma/acute 
AlPHicasedef.htm 
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Notice to Readers 


Publication of Report on Tobacco Control Investment by States 


CDC recently published Investment in Tobacco Control: State Highlights, 2001 (1). 
The publication presents information for all 50 states and the District of Columbia on the 
prevalence of tobacco use, the health impact and costs associated with tobacco use, the 
amount of funding for tobacco control, and excise taxes on tobacco. States can use the 
information in the report in developing tobacco control programs 

Investment in Tobacco Control! is the third state highlights report released by CDC’s 
Office on Smoking and Health, National Center for Chronic Disease Prevention and Health 
Promotion, and is the first to provide a compilation of states’ investments in tobacco 
control. The report presents an analysis of investments in tobacco control, places these 
investments in the context of health and economic consequences of tobacco use specific 
to the state, and compares current investments with the funding ranges recommended 
in CDC's Best Practices for Comprehensive Tobacco Control Programs (2) 

The report shows that in fiscal year 2001, 45 states are investing $883.2 million in 
tobacco prevention and control programs, including 36 states investing $654.9 million 
from state settlements with the tobacco industry; eight states appropriating $218.4 mil 
lion from tobacco excise tax revenues; and nine states appropriating $9.9 million from 
their general revenues. Other funding sources include $58.1 million awarded to the 
states by CDC and $9 million awarded by the American Legacy Foundation. 

The report is available at http://www.cdc.gov/tobacco/statehi/pdf_2001 
200istatehighlights.pdf, and print copies are available through CDC’s Office on Smoking 
and Health, National Center for Chronic Disease Prevention and Health Promotion, 
Mailstop K-50, 4770 Buford Highway, N.E., Atlanta, GA 30341; telephone (770) 488-5705. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending June 9, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending June 9, 2001 (23rd Week) 
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Provisional cases of selected notifiable diseases, United States, 
weeks ending June 9, 2001, and June 10, 2000 (23rd Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 9, 2001, and June 10, 2000 (23rd Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 9, 2001, and June 10, 2000 (23rd Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
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